Personality disorders (PDs) have been linked to impaired functioning in important interpersonal domains. The present study examined the effects of parental PD symptoms on observationally assessed parent-child interaction behaviors in a community sample of 145 mothers, fathers, and their 3-to 6-year-old children. As expected, parents who endorsed more PD symptoms generally demonstrated more negative parenting; effects were also found for children's interaction behaviors. Some effects on parent-child interaction were pervasive across PD constructs, whereas others were specific to particular PDs; several moderating effects of parent sex and child age were also found. Our results provide further evidence that personality pathology reflects pervasive dysfunction that is manifested across situational and interpersonal contexts, including the parent-child relationship, even within a community sample of participants with relatively mild levels of PD symptoms.
Personality disorders (PDs) are characterized by pervasive, inflexible, and stable patterns of thinking, feeling, behaving, or social interaction, which are associated with distress or impaired functioning in interpersonal or professional domains (American Psychiatric Association, 2000) . Although specific effects may vary across different PDs (e.g., pervasive suspiciousness in Paranoid PD vs. disregard for the rights of others in Antisocial PD), the current diagnostic system includes at least one criterion for each PD that bears upon interpersonal interaction (American Psychiatric Association, 2000; see Gutman, McDermut, Miller, Chelminski, & Zimmerman, 2006) . Disturbed interpersonal relationships are seen not merely as a byproduct of PD symptomatology but are instead considered one of their fundamental features. Empirical research has demonstrated pervasive dysfunction across interpersonal and social domains (Skodol et al., 2005) . Studies have focused primarily on functioning in romantic relationships and have found evidence for maladaptive interaction styles, increased conflict, and decreased satisfaction on the part of the romantic partner (Gutman et al., 2006) .
A smaller, yet informative, body of research has examined the effects of PDs on another important interpersonal domain, the parentchild relationship. Given the close affective bonds and responsibilities inherent to this relationship, it is reasonable to expect that the maladaptive features that characterize PDs are manifested during parent-child interactions (see Berg-Nielsen, Vikan, & Dahl, 2002) . Research using parents' self-reports of their parenting demonstrates that PDs are associated with a variety of problematic parenting behaviors (Ehrensaft et al., 2003; Johnson, Cohen, Kasen, Ehrensaft, & Crawford, 2006; Johnson, Smailes, Cohen, Kasen, & Brook, 2004) , including harsh punishment, inconsistent disci-pline, and poor supervision. Observational measures of parent-child interaction have been less frequently used but find evidence of impaired parenting: Parents with PDs are rated as less sensitive, responsive, and affectionate (Cassidy, Zoccolillo, & Hughes, 1996; DeGarmo, 2010; Eiden, Chavez, & Leonard, 1999; Eiden, Colder, Edwards, & Leonard, 2009; Finger et al., 2010; Hans, Bernstein, & Henson, 1999) . The preponderance of this research has focused on parental Antisocial PD or has collapsed across all PDs. Despite theoretical models that emphasize their unique patterns of motivation and behavior in close relationships (Millon, Grossman, Millon, Meagher, & Ramnath, 2004) , we are aware of only two studies that compared effects at the level of individual PDs (Johnson, Cohen, Kasen, Ehrensaft, et al., 2006) or PD "clusters" (Hans et al., 1999) . These studies provide important initial evidence that some PDs (e.g., Antisocial PD) may be more strongly related to dysfunctional parenting than others (e.g., Obsessive-Compulsive PD).
Importantly, the majority of research exploring predictors of the parent-child relationship has taken a parent-centered approach. However, prevailing approaches to examining the family system emphasize the contribution of parent(s) and child to their interactions, with each partner independently influencing, and being influenced by, the other's behaviors (Collins, Maccoby, Steinberg, Hetherington, & Bornstein, 2000; Kenny, Kashy, & Cook, 2006) . Given that children of parents with PDs are at elevated risk for emotional and behavioral problems (Johnson, Cohen, Kasen, Smailes, & Brook, 2001) , it is crucial that studies directly model parent and child contributors to their relationship quality, as some of the maladaptive interaction patterns observed may reflect the effects of problematic child behavior on the dyad (Cook, Kenny, & Goldstein, 1991) .
The present study extends previous research in several ways. We examined the effects of PD symptoms on a crucial interpersonal domain, the parent-child relationship, in a community sample, and considered both mother-child and father-child dyads. Because personality pathology is increasingly explored as a dimensional construct that can be linked directly to individual differences in underlying personality traits (Markon, Krueger, & Watson, 2005) , we assessed parental PD symptoms, as opposed to frank PD disorders. This dimensional approach provides a bridge between clinical and community samples, thus increasing generalizability to a broader population of families. We assessed parent and child behaviors observationally, thereby reducing shared method variance and bias arising from having parents report on both personality pathology and parenting. We used a validated coding system to identify parent and child overtures (i.e., "bids") to one another, characterized these as bids for social interaction or compliance, and rated the quality of each partner's response to these bids (Kochanska & Aksan, 2004) . The number and type of bids made provide an index of each partner's engagement and whether the interaction is characterized by social communication or issues of control/dominance; the quality of responsiveness to bids reflects parent and child sensitivity to their partner's signals, acceptance of their partner's needs, and willingness to engage in cooperative interaction. We used multilevel modeling (MLM) to examine the effects of PD symptoms on parents' and children's behavior during their interactions, thus taking into consideration the nesting of dyads and individuals within families.
Due to the relative lack of relevant research for most individual PDs, we based our predictions for specific PDs on a theoretical understanding of personality pathology, while grounding our hypotheses in the literature on parent-child and family interaction (Kenny et al., 2006) . We expected that Antisocial, Borderline, Histrionic, and Narcissistic PD symptoms-which are associated with high social potency, impulsivity, intrusiveness, and disregard for and/or difficulty relating to otherswould be associated with more parental bids for social interaction and compliance, and lowerquality responsiveness to the child. Given that they are characterized by unease in social interactions and interpersonal withdrawal, we expected that Paranoid, Schizoid, and Schizotypal PD symptoms would be associated with fewer parental bids (i.e., less engagement) and lower quality parental responsiveness. We predicted that Avoidant PD symptoms (characterized by social inhibition and low assertiveness) would be associated with fewer parental bids and lower quality parental responsiveness to the child's bids. We expected that ObsessiveCompulsive PD symptoms (characterized by excessive control over oneself and others) would be associated with more parental attempts to influence the child. Given that traits related to Dependent and Obsessive-Compulsive PDs were previously found to be associated with higher quality maternal responsiveness to infants (Kochanska, Friesenborg, Lange, & Martel, 2004) , we anticipated that parents who reported higher levels of these PD symptoms would be more responsive to their children.
There is little research examining effects of parental personality pathology on the child's behavior during dyadic interactions. One pilot study demonstrated that maternal Antisocial PD symptoms were associated with infant passivity (Cassidy et al., 1996) , but we know little else about whether and how the child's behavior is affected by parental personality pathology. Thus, our predictions were informed by the literature on social relations (Kenny et al., 2006) and parent-child interaction within the family system (Cook et al., 1991) . For example, negative effects of PD symptoms on one's ability to engage in successful interaction are likely to evoke dysfunctional behaviors by interaction partners (i.e., the child). Parents and children may be similar in their characteristic personality styles, thereby increasing the likelihood that dysfunctional behaviors evidenced by one partner will be met with a dysfunctional response. Our predictions for the child's behavior were exploratory, but, in general, we expected parental PD symptoms to be associated with lower quality child responsiveness to the parent.
We also explored parent sex and child age as potential moderators of the relationship between parental PD symptoms and parent-child interaction. Research in this area has been conducted primarily within the mother-child dyad; studies that included fathers have focused almost exclusively on paternal Antisocial PD, and few examined effects among both mothers and fathers. Because of changing child needs at different developmental stages, child age may also moderate effects of parental PD symptoms on parenting. The high demands of preschool-aged children might result in more dysfunctional interaction in comparison with more independent early school-age children. Alternatively, bidirectional influences of parent and child might exacerbate dysfunctional interactions over time, so that parent-child dyads with older children evidence poorer quality interaction in comparison with dyads with younger children. Thus, we examined whether effects differed among dyads with younger versus older children.
Method

Participants and Procedure
Participants included 145 mothers, fathers, and their biological children. Mothers were 23 to 52 years old (M ϭ 37, SD ϭ 5), fathers were 23 to 57 years old (M ϭ 39, SD ϭ 6), and children were 3 to 6 years old (M ϭ 4.5, SD ϭ .92); 47% of children were female. The sample was predominantly Caucasian (mothers: 73% Caucasian, 8% Hispanic, 7% African American, 4% Asian, 8% biracial or other minority; fathers: 74% Caucasian, 9% Hispanic, 8% African American, 3% Asian, 6% biracial or other minority), well educated (72% of mothers and 73% of fathers had completed college or had a graduate degree), and financially secure (median family income was in the $61,000 to $100,000 range). Families were recruited from the greater Chicago area using a commercial mailing list (41%), referrals and word of mouth (36%), and radio and Internet advertisements (23%). All children came from two-parent homes, and parents had cohabitated for the duration of the child's lifetime. Data were collected as part of a larger study of temperamental and family environmental risk factors for depression. Families came to the laboratory for a 2-hr visit assessing family interaction. First, mothers and fathers participated in couple interaction tasks. Next, mothers, fathers, and their children participated in triadic motherfather-child interaction tasks. Finally, mothers and fathers participated in two separate batteries of dyadic mother-child and fatherchild interaction tasks. Only data from the dyadic tasks are considered in the present study. Mothers and fathers also completed a battery of questionnaires, including a selfreport measure of PD symptoms.
Parental PD Symptoms
Mothers and fathers reported on their PD symptoms using the International Personality Disorder Examination Screener (IPDE-S; Loranger et al., 1994) . The IPDE-S consists of 77 true/false items that assess symptoms of Para-noid, Schizoid, Schizotypal, Antisocial, Borderline, Histrionic, Narcissistic, Avoidant, Dependent, and Obsessive-Compulsive PDs. Items for each PD were summed to create a total symptom score for that PD. Previous investigations report that higher IPDE-S scores indicated a greater likelihood of a PD diagnosis when a structured clinical interview was used (Lenzenweger, Loranger, Korfine, & Neff, 1997) , and dimensional scores on the IPDE-S have demonstrated acceptable psychometric properties (Lewin, Slade, Andrews, Carr, & Hornabrook, 2005) . Because the IPDE-S response items are dichotomous, we calculated the internal consistency of each PD scale, as indexed by Cronbach's alphas, using the tetrachoric correlation matrix, which assumes an underlying normal distribution. Descriptive statistics and internal consistencies for the 10 PDs are presented in Table 1 . Reliability for the PD scales was generally in the adequate or higher range for the present sample, though alphas for maternal Schizoid and paternal Histrionic and Narcissistic PD symptoms were low; results for these variables should be interpreted with caution. Eighty-six percent of mothers and 83% of fathers completed the IPDE-S.
Observational Assessment of Parent-Child Interaction
Parent-child interaction was assessed observationally using dyadic interaction tasks designed to elicit important aspects of the parentchild relationship. Mothers and fathers each participated in three 4-to 6-min structured tasks, with 2-to 3-min breaks between tasks. Tasks were drawn from observational research on parent-child interaction (Egeland et al., 1995; Kochanska & Aksan, 1995) or developed for the present study. Interaction batteries were approximately 12 min long (M ϭ 11.95, SD ϭ 1.21, for mothers; M ϭ 11.73, SD ϭ 1.17, for fathers). The order of the batteries was randomized across participants so that motherchild tasks were conducted first approximately half the time. The three mother-child and three father-child tasks, in the order in which they were administered to each parent, were (1) Magnet Puzzle (mothers were asked to teach their child to replicate a complicated design using a magnet board and geometric shapes), (2) Prohibited Toys (mothers were told to prohibit their child from playing with appealing toys placed in the assessment room and to instead try to engage their child in playing with broken and unappealing toys; after 3 min, mother and child were allowed to play with all of the toys), and (3) Team Drawing (mothers took turns drawing a picture with their child, with each partner drawing a line that connected to the line previously drawn by their partner); and (1) Marble Maze (fathers were asked to teach their child to build a maze using wooden blocks with holes and grooves for a marble to run through), (2) Prohibited Toys (fathers were told to prohibit their child from playing with appealing toys placed in the assessment room and to instead try to engage their child in playing with broken and unappealing toys; after 3 min, father and child were allowed to play with all of the toys; this task was administered in a similar manner as with mothers but using different toys), and (3) Etch-a-Sketch Maze (fathers helped their child maneuver an Etch-a-Sketch line through a maze drawn on its surface).
Coding. Dyadic tasks were videotaped and coded using a coding scheme developed by Kochanska and Aksan (2004) , to which we made minor adaptations for our preschool and early childhood-aged sample. All coders underwent extensive training; coders demonstrated reliability with master coding prior to beginning independent coding; coders were blind to data on parental PD symptoms; separate groups of coders rated child bids/parent responsiveness and parent bids/child responsiveness; and separate groups of coders rated mother-child and father-child tasks. Coders made two passes through each task in order to (1) identify bids, defined as an overture or signal that had the potential for response, and (2) rate the quality of response to each bid. In the first pass, child bid/parent responsiveness coders identified each discrete bid made by the child to the parent, and parent bid/child responsiveness coders identified each discrete bid made by the parent to the child, coding it as (a) a social bid, or (b) an influence bid.
1 Social bids consisted of verbal and nonverbal attempts to elicit the partner's attention or social interaction, and influence bids included commands and attempts to control or guide the partner or activity. In the second pass, coders rated the quality of the parent's or child's response to each of the bids identified during the first pass using a 4-point Likert scale ranging from 1 ( poor responsiveness) to 4 (exceptional responsiveness). Parental and child responsiveness ratings were tailored to each child or parental bid type and integrated multiple dimensions of responsive parenting and/or child developmental stage. Up to eight parent and child bids and responses per 60-s interval of each task were coded.
We calculated composite parent-child interaction variables separately for mother-child and father-child dyads. For composite bid variables, we tallied the total number of each type of parent or child bid (social, influence), and then divided by the total length of the battery in minutes, yielding the average rate of each bid type per minute. For composite responsiveness variables, we divided the summed parent or child responsiveness ratings to all bids by the total number of bids made, yielding a rating of parents' and children's average responsiveness to their partner's bids. Two independent raters coded 25% of the tasks to assess interrater reliability. Interrater reliability, as indexed by intraclass correlation coefficients (ICCs), was in the adequate-to-excellent range (ICCs ranged from .80 to .95 for mother-child interaction variables and .73 to .93 for father-child interaction variables).
Data Analysis
Independent samples t-tests indicated no significant effects of child sex on any parent or child bid or responsiveness variable. Correlational analyses indicated that child age was moderately related to each parent-child interaction variable, and paired samples t-tests revealed several differences between mothers and fathers on PD symptoms (see Table 1 ). We thus included child age and parent sex in subsequent MLM models, accounting for mean-level effects of child age and parent sex and allowing us to examine potential moderating effects. We then conducted correlational analyses to examine the bivariate associations between parental PD symptoms and parent-child interaction variables (see Table 2 ). Because bivariate analyses do not account for the nonindependence of the constructs assessed in this study (i.e., parent and child interaction behaviors are nested within dyads within families), we next used MLM analyses.
MLM analyses proceeded in a series of steps. First, unconditional means models including only intercept terms for the dependent variable (parent or child bids or responsiveness) were 1 In addition to social and influence bids, coders also coded negative bids (for children), consisting of indicators of the child's negative mood or distress, and moodregulating bids (for parents), consisting of parents' attempts to improve the child's negative mood. However, because child negative and parental mood-regulating bids occurred relatively infrequently in our early-childhood-aged sample, these variables were not considered in the present study.
conducted to quantify individual differences in parent-child interaction and to provide a baseline against which to evaluate subsequent models (see Table 3 ). The variance components for the intercept of each of these models were significant, indicating significant individual differences across dyads in parent-child interaction. We next conducted models that examined whether parental PD symptoms accounted for these individual differences. We first added a dummy variable representing parent sex (0 ϭ mothers, 1 ϭ fathers) as a predictor at Level 1. Second, we included PD symptom variables as Level 1 predictors (in separate models). Third, we examined whether parent sex moderated the relationship between PD symptoms and parentchild interaction by adding a term representing this interaction at Level 1. Finally, we examined moderation by child age. Since the data were nested within child participants (mother-child and father-child dyads), we added child age as a predictor of the intercept (to account for its main effect on the dependent variable) and as a Level 2 predictor of the Level 1 coefficient for the PD symptom variable. In each model, we allowed the residual for the intercept to vary randomly across participants, so that parentchild interaction variables were assumed to vary as a function of parent sex, parental PD symptoms, and the unique effect of the child; the residual for the slope of each predictor (parent sex, parental PD symptoms) was fixed. Each of the restricted models (those including Level 1 and Level 2 predictors) was compared to the unrestricted (unconditional means) models by contrasting the deviance statistics from each model, distributed as chi-square with degrees of freedom equal to the difference in parameters estimated across the models. We followed up significant interactions using simple slopes tests for MLM (Preacher, Curran, & Bauer, 2006) . All analyses were conducted with HLM 6.04, using full maximum likelihood estimation.
Results
Intercorrelations Between Parental PD Symptoms and Parent-Child Interaction Variables
Zero-order correlations between parental PD symptoms and parent-child interaction variables are presented in Table 2 . There were several significant effects of maternal PD symptoms on mothers' responsiveness to the child, but, in general, these bivariate analyses yielded few significant effects for parental bids to the child or for child interaction variables.
MLM Analyses for Parental PD Symptoms and Parent-Child Interaction
MLM models are presented in Table 3 . Because the majority of research has focused on the deleterious effects of Antisocial PD on parenting, we first examined effects for Antisocial PD symptoms. Although we found no main effects of antisocial symptoms on parents' bids or responsiveness, there was a moderating effect of parent sex on the relationship between antisocial symptoms and parental responsiveness to the child, t(220) ϭ 2.79, p ϭ .006. Antisocial symptoms were associated with lower quality responsiveness by mothers, simple slope, ␤ ϭ Ϫ.08, SE ϭ .03, t(220) ϭ Ϫ3.24, p ϭ .001, but bore no relation to responsiveness by fathers, simple slope, ␤ ϭ Ϫ.00, SE ϭ .02, t(220) ϭ Ϫ.13, p ϭ .896. There was some evidence that antisocial symptoms also affected the child's behavior, but only among dyads with younger children. Child age moderated the effects of parental antisocial symptoms on children's social bids, t(219) ϭ Ϫ3.09, p ϭ .003; antisocial symptoms were associated with more social bids by younger children, simple slope, ␤ ϭ .24, SE ϭ .10, t(219) ϭ 2.41, p ϭ .017, but not for older children, simple slope, ␤ ϭ Ϫ.04, SE ϭ .08, t(219) ϭ Ϫ.50, p ϭ .567. Thus, antisocial symptoms were associated with lower quality maternal (but not paternal) responsiveness and, among younger children, more attempts by the child to engage their parent in social interaction.
Borderline and Histrionic PD symptoms also had deleterious effects on parental responsiveness but had no effects on children's interaction behaviors. Borderline and histrionic symptoms were associated with lower quality parental responsiveness to the child, t(221) ϭ Ϫ3.28, p ϭ .002, and t(221) ϭ Ϫ2.41, p ϭ .017, respectively. As predicted, Narcissistic PD symptoms were associated with more parental influence bids, t(221) ϭ 2.01, p ϭ .046, likely reflecting these parents' greater expectations of power and demands for compliance; there were no other effects of narcissistic symptoms on parent or child interaction behaviors.
Paranoid PD symptoms were associated with more parental influence bids, t(221) ϭ 2.46, p ϭ .015, and lower quality responsiveness to the child, t(221) ϭ Ϫ1.96, p ϭ .050. The main effect of paranoid symptoms on parental responsiveness was qualified by an interaction with parent sex, t(220) ϭ 2.10, p ϭ .037; paranoid symptoms were associated with lower quality responsiveness by mothers, simple slope, ␤ ϭ Ϫ.05, SE ϭ .02, t(220) ϭ Ϫ2.68, p ϭ .008, but were unrelated for fathers, simple slope, ␤ ϭ .00, SE ϭ .02, t(220) ϭ .07, p ϭ .941. Paranoid symptoms were also associated with higher quality child responsiveness, t(221) ϭ 1.96, p ϭ .050. Because this was an unanticipated result, we explored this effect by examining child responsiveness to specific parental bid types. The effect was restricted to parental influence bids, t(221) ϭ 2.09, p ϭ .038, indicating that children were more responsive to influence, though not social, bids made by more paranoid parents. Thus, for parents who reported more paranoid symptoms, parent-child interactions were characterized by increased parental attempts to control the child and more compliant children but lower quality parental responsiveness.
There was only one effect for Schizoid PD symptoms, an interaction with child age for children's social bids, t(219) ϭ Ϫ2.11, p ϭ .036. Older children made fewer social bids to parents who reported more schizoid symptoms, simple slope, ␤ ϭ Ϫ.20, SE ϭ .08, t(219) ϭ Ϫ2.51, p ϭ .013, but there was no relationship for younger children, simple slope, ␤ ϭ .05, SE ϭ .07, t(219) ϭ .63, p ϭ .529. This result suggests social disengagement by older children whose parents report more Schizoid PD symptoms. There were no effects of schizotypal PD symptoms on parent or child interaction behaviors.
Contrary to our expectations, there were no effects of Avoidant PD symptoms on the number of bids parents made or their responsiveness to their child. However, there were moderating effects of parent sex, t(220) ϭ Ϫ2.81, p ϭ .006, and child age, t(219) ϭ 2.46, p ϭ .015, on child responsiveness. Avoidant symptoms were associated with higher quality child responsiveness, but only for mothers, simple slope, ␤ ϭ .03, SE ϭ .01, t(220) ϭ 3.06, p ϭ .003, and among dyads with older children, simple slope, ␤ ϭ .03, SE ϭ .01, t(219) ϭ 3.01, p ϭ .003. There were no such relationships for fathers, simple slope, ␤ ϭ Ϫ.01, SE ϭ .01, t(220) ϭ Ϫ.87, p ϭ .387, or younger children, simple slope, ␤ ϭ Ϫ.01, SE ϭ .01, t(219) ϭ Ϫ.64, p ϭ .523. Thus, the pervasive inhibition and sense of inadequacy that characterize Avoidant PD did not appear to negatively affect parents' interaction behaviors but were instead related to more positive child behaviors, particularly among the mother-child dyad and for dyads with older children. There were no effects of Dependent PD symptoms on parent or child interaction behaviors.
Finally, our prediction that ObsessiveCompulsive PD symptoms would be associated with increased parental influence bids, consistent with these parents' preoccupation with control and order, was supported only among motherchild dyads. There was a moderating effect of parent sex on parental influence bids, t(220) ϭ Ϫ2.47, p ϭ .014, so that mothers who reported more Obsessive-Compulsive PD symptoms made more attempts to influence the child, simple slope, ␤ ϭ .09, SE ϭ .04, t(220) ϭ 2.47, p ϭ .014, but there was no such relationship for fathers, simple slope, ␤ ϭ Ϫ.02, SE ϭ .04, t(220) ϭ Ϫ.60, p ϭ .550. There was also a moderating effect of child age on parental social bids, t(219) ϭ Ϫ2.22, p ϭ .027, so that parents who reported more Obsessive-Compulsive PD symptoms made fewer social bids to older children, simple slope, ␤ ϭ Ϫ.11, SE ϭ .06, t(219) ϭ Ϫ2.04, p ϭ .043, though there was no effect for younger children, simple slope, ␤ ϭ .05, SE ϭ .05, t(219) ϭ .87, p ϭ .387.
Discussion
The present study examined the effects of PD symptoms on an important, but relatively understudied, interpersonal domain-the parentchild relationship-in a community sample of mothers, fathers, and their early-childhood-aged children. We used an observational battery of standardized laboratory tasks and applied a validated coding system to rate both parent and child behavior during dyadic interaction. In accord with the dysfunctional cognitions, inappropriate or restricted affect, and impulsive or odd behaviors evidenced by individuals with PDs, our results indicate deleterious effects of parental PD symptoms on interactions between parent and child. Parents who endorsed higher levels of Antisocial (specifically, mothers), Borderline, Histrionic, and Paranoid PD symptoms were less responsive to their children. This is consistent with previous research on the effects of personality pathology on parenting and functioning in the romantic domain, and offers further evidence that PDs symptoms, even at the relatively mild levels endorsed in this community sample, manifest as dysfunction across situational and interpersonal contexts.
We examined each of the 10 PDs currently in the diagnostic system. Our results provide some evidence that parents' behavior with their child differs as a function of which specific PD symptoms they endorse. Parents who reported more Paranoid, Narcissistic, and (for mothers) Obsessive-Compulsive PD symptoms made more attempts to influence their child. Notably, when similar effects of different PDs are found, these associations may be driven by differing motivating factors. We expect, for example, that more narcissistic parents use more influence bids with their child because of issues of power and the expectation for compliance, whereas for more obsessive-compulsive parents, it is because of a preoccupation with order and control.
To our knowledge, only one other study has examined parent sex as a moderator of parental PDs on parenting (Johnson, Cohen, Kasen, Ehrensaft, et al., 2006) . Our finding that, for Antisocial and Paranoid PD symptoms, more negative parent and child behaviors were evidenced among mother-child than father-child dyads provides some evidence that PD symptoms differently affect mothers' and fathers' observed interaction behaviors. This finding is also consistent with recent work demonstrating greater expressed negativity by mothers than fathers during family interaction (Rasbash, Jenkins, O'Connor, Tackett, & Reiss, 2011) .
There was little evidence that children were less responsive to parents who reported higher levels of PD symptoms. Instead, our results suggest that children are actually more responsive to parents who endorse more Paranoid PD symptoms, though this effect was limited to parental bids for control and compliance. Similarly, children were more responsive to mothers who reported more Avoidant PD symptoms. Moderating effects also revealed the importance of child developmental stage for understanding the effects of parental personality pathology on children's interaction behavior. Given the different parenting behaviors required by parents of children across developmental stages, and the potential for the (positive or negative) accumulation of bidirectional influences of parent and child over time, it is critical that future longitudinal research examine the effects of parental personality pathology on the parent-child dyad among samples of children of varying ages.
The present study has a number of strengths, including the use of different methods for assessing parental PD symptoms and parent-child interaction, consideration of both parent and child behavior, and the examination of both mother-child and father-child dyads. Nonetheless, several aspects of the study prompt caution in interpreting the results and suggest important directions for future research. Because we conducted a number of statistical analyses, it is possible that some effects may have reached statistical significance by chance. Moreover, our results generally indicate only modest effects of parental PD symptoms on parent-child interaction. The use of dimensional measures of psychopathology within a community sample allows for increased generalizability of constructs. However, parents generally endorsed relatively mild levels of PD symptoms; by the very nature of the sample, these families were healthy enough to have successfully navigated several of life's important tasks (i.e., entered into a stable romantic partnership, remained involved in their child's life for at least 3 years), and were able to participate in multiple study assessments. The low base rates of particular PDs that we would expect in the present sample (e.g., Schizoid, Antisocial), as well as the restricted range of severity in PD symptoms, suggests effects might be stronger among clinical samples of parents who meet full diagnostic criteria for PDs. Future research that uses clinician-assessed or informant measures of parental PDs will also help to minimize potential selfreport bias and ensure the accuracy of parental PD symptoms.
Our observational approach to the assessment of parent-child interaction is a considerable strength in many respects but does introduce its own set of cautions. Although we took a number of steps to minimize child boredom or fatigue (e.g., using novel toys and games, scheduling breaks between tasks), it is possible that the length of our observational assessment may have influenced child behavior, particularly among younger children. Moreover, although we purposefully administered our dyadic tasks after the couple and triadic tasks in order to maximize any potential "spillover" from these systems, our results may not generalize to studies that use other family interaction tasks or designs. Finally, the cross-sectional design does not allow for causal inferences regarding associations between parental PD symptoms and concurrent parent-child interaction. Although we examined both parent and child behavior during their interactions, like many other studies using observational coding of parent-child interaction, we are limited in our ability to determine the precise direction of parent and child effects on one another.
Despite these limitations, the present study furthers understanding of the effects of PD symptoms on functioning by demonstrating deleterious effects in the parent-child relationship, providing evidence that different features of parent-child interaction are affected depending on the PD construct considered, and indicating that the dyadic interaction behaviors of both parent and child are affected by elevated PD symptoms in the parent.
